Preterm birth (PTB), or birth at ,37 completed weeks' gestation, is a major public health problem. Beginning in 1980, the United States experienced a nearly 3-decade rise in the PTB rate, peaking in 2006 at 12.8%. 1 Since then, PTB has declined for 7 consecutive years to 11.4% in 2013, 2 but it still accounts for 1 in 9 or .450 000 neonates born premature every year. In addition to elevated neonatal and infant mortality among those born preterm, compared with full term or 39 to 40 weeks' gestation, 3, 4 many who survive will have lifelong morbidities and disabilities. Because of the burden of morbidity, disability, and mortality for PTB, and its impact more broadly on society, including decreased productivity and annual excess costs, the March of Dimes initiated the Prematurity Campaign in 2003. 1 The total societal costs were subsequently determined to be $$26.2 billion in 2005, or $51 600 per preterm baby, of which $16.9 billion or $33 210 per preterm baby was attributed to "medical care services." 5 The medical costs per child vary according to gestational age ( Table 1 ). The medical costs are highest in the birth year but remain higher in subsequent years than those for neonates born at 37 to 40 weeks (defined as term in this reference). 5 The costs are 57.3 times higher at ,28 weeks than at 37 to 40 weeks, 28.5 times higher at 28 to 31 weeks, and 4.1 times higher at 32 to 36 weeks (Table 1) . Total costs from birth through year 7 are lower relative to birth year costs when compared with 37 to 40 weeks: 36.1 times higher at ,28 weeks, 18.2 times higher at 28 to 31 weeks, and 2.9 times higher at 32 to 26 weeks (Table 1) . Despite these differences per child, because of the larger numbers of neonates born late preterm, these late preterm neonates represent the largest proportion of neonates in the NICU and the majority of NICU costs. 6 In recognition of the significance of the problem of prematurity in the United States, in 2008 the March of Dimes established a 2020 target for the US PTB rate of 9.6%. 1 At the time, this target was aggressive. Among the 39 Very High Human Development Index (VHHDI) countries in 2010, the United States ranked in the bottom 10% at number 37 (Table 2) . 7 Similarly, in a global analysis of PTB rates, the U.S. performed extremely poorly. 8 This level of PTB in the United States subjects our newborns to excess preventable neonatal and infant mortality and lifelong morbidity and disability that the March of Dimes and our Prematurity Campaign partners, including the American Academy of Pediatrics, find unacceptable and unnecessary.
HEALTH INEQUITY IN THE UNITED STATES AS A SOURCE OF POOR PTB RATES
In the United States, inequities are observed in PTB rates according to racial and ethnic groups. For example, in the 2013 data from the Centers for Disease Control and Prevention' s National Center for Health Statistics (NCHS), when the overall PTB rate for the United States was 11.4%, the rates were 16.3% for non-Hispanic blacks, 13.0% for Native Americans, 11.3% for Hispanics, 10.2% for non-Hispanic whites, and 10.1% for Asians. 2 Improving quality by providing access to comprehensive maternity care and education, including prenatal and parenting classes, reduces the preterm birth rate, NICU admissions, and neonatal costs. 9 Improvements in access to care in an underserved community can improve equity. 9, 10 Healthy Babies Are Worth the Wait, a comprehensive PTB prevention initiative undertaken in Kentucky and involving partnership of the March of Dimes, hospitals, clinicians, public health professionals, and community advocates, was complemented by extensive community educational outreach (D.M. Ashton, MD, personal communication, August 12, 2014) . This initiative addressed multiple modifiable risk factors to prevent PTB through patient, provider, and community interventions. The result was improved PTB rates in Kentucky compared with surrounding states. Healthy Babies Are Worth the Wait incorporated group prenatal care, which has been shown to improve pregnancy outcomes in women from underserved communities. 11, 12 Therefore, these inequities can be overcome, but this requires an investment in resources and improved access to interconception, prenatal, and perinatal care.
Excessive stress is observed among women in underserved communities, particularly African American women, and stress during pregnancy is recognized as an independent risk factor for PTB. 13 This stress is thought to be associated with "weathering" or "wear and tear" or "deteriorating health with cumulative disadvantage." 14 The stress and disadvantaged outcomes have been speculated to be mediated by epigenetic mechanisms 14 that may influence a woman throughout her life and perhaps even into future generations. 15 However, recent findings in other conditions suggest that there may be more plasticity to epigenetic changes and these might be modifiable. 16, 17 Therefore, programs may modify the influences of stress and weathering. 
REDUCTION OF EARLY ELECTIVE DELIVERIES AND IMPACT ON PTB

PROJECTED IMPACT OF KNOWN FACTORS ON US PTB RATE
We will examine the projected impacts of evidence-based prematurity reduction interventions and potential risk reduction efforts and consider the use of a more accurate measure of gestational age for tracking US statistics. We will argue that current proven interventions are insufficient for full success. Furthermore, if we are to fight effectively for healthy birth outcomes for the next generation of US neonates, then we must align our PTB rate target with the best rates being achieved globally.
Current national statistics on PTB, as reported by the Centers for Disease Control and Prevention' s NCHS, are calculated based on gestational ages estimated from the last menstrual period (LMP). Studies have shown that the obstetric estimate (OE), which uses ultrasound evaluation of fetal size when it is available, provides a more accurate measure of gestational age. 24, 25 Beginning with the release of 2014 birth year data, NCHS plans to report PTB rates using OE-based gestational age measurements. Extrapolation from the available data indicates that, at the current rates, changing the gestational measure from LMP to OE will result in a downward correction of the US PTB rate in the range of 1.7% to 2.0% (see Supplemental Information). With 11.4% of neonates born preterm according to the 2013 preliminary data released by the NCHS in 2014 (based on LMP gestational dating), 2 the current trajectory and the improved data reporting using OE will probably drive the United States to achieve the March of Dimes 2020 goal of 9.6% by 2015. Of note, California achieved the 9.6% PTB rate goal in 2012, 26 communication, August 12, 2014) . Even with a US rate of 9.6%, nearly 380 000 neonates will be born premature in the United States annually unless additional progress can be achieved. In 2010, the PTB rate in the United States was 11.99% when LMP-based gestational agewasused,comparedwith9.98%based on OE (Fig 1) . If the 5 interventions originally modeled by Chang et al 7 were adjusted for OE, they would cumulatively yield a 0.83-point reduction, taking the US rate from 9.98% to 9.15% (Fig 1) . These interventions include reduction of non-medically indicated inductions and cesarean deliveries to yield a 0.50-point reduction; increased use of cerclage to provide a 0.18-point reduction; increased safety of assisted reproductive technologies, such as the use of single embryo transfer, to yield a 0.11-point reduction; increased use of progesterone in women with a singleton pregnancy and history of previous PTB with a singleton pregnancy to provide a 0.02-point reduction; and increased smoking cessation interventions to yield a 0.02-point reduction. The effect sizes vary based on the number of pregnancies amenable to the intervention and the efficacy of the intervention. The impacts of these interventions might be expected to have differing influences on groups born preterm. For example, reduction in non-medically indicated inductions and cesarean delivery is a strategy to decrease EEDs (37-38 weeks) and therefore would be more likely to prevent late preterm births (34-36 weeks' gestation) than earlier births, because of inaccurate estimate of term. The use of progesterone is intended to prolong gestation by 2 or 3 weeks to improve maturation and decrease morbidity and mortality, and therefore it may have an impact beginning with very early PTB.
Since the publication of the Chang et al 7 article, low-dose aspirin as an intervention to reduce preeclampsia, a major contributor to preterm birth, has shown promise as a PTB rate reduction strategy. 27 Full implementation of this intervention among all at-risk women could yield a 0.21-point reduction in the overall PTB rate (Fig 1) . Other risk factors, specifically inadequate interpregnancy interval 28 and teen pregnancy, 29 have been shown to contribute to prematurity in the United States, although evidence-based interventions have not been proven and modeled for effect size. If effective strategies were identified and implemented, reducing the total risk associated with these 2 factors could yield a maximum reduction of an additional 0.72 points. Even with the maximum impact of these proven interventions and liberally modeled risk reduction strategies, the US PTB rate would decrease only to 8.22% (Fig 1) , still well above those of the best-performing countries (Table 2) .
If the United States is to achieve a PTB rate similar to those of the best-performing VHHDI countries, then we must invest in research and its rapid translation into evidence-based prevention strategies. 30, 31 The March of Dimes has chosen to do this by establishing a group of transdisciplinary Prematurity Research Centers that bring the talents of outstanding investigators to bear on a biomedical problem that may be outside their usual research foci. 31 This transdisciplinary approach is needed because although prematurity may be a single syndrome, it has many causes. 32 Deciphering the complexity of prematurity will involve the commitment of investigators in a broad range of disciplines, and translating this research into practice will be a challenge. (Table 2 ). This 2030 PTB target is also a rate observed in a recent study of fetal growth among 2 cohorts of women, both in diverse settings with ideal levels of health, nutrition, and prenatal care; 1 cohort had a rate of 4.5% and the second had a rate of 5.5%. 33 Therefore, a 5.5% PTB rate is being achieved in VHHDI countries and by women from diverse settings receiving optimal care. These are conditions we should strive to achieve for every woman in the United States.
We propose that the United States can achieve or surpass this aspirational 5.5% PTB rate goal by 2030. The United States has the means and compelling reasons to do this for the health and well-being of the next generation and for increased productivity for family members,employers,andsociety.Through the use of proven interventions, we have already seen the impact of the 7-year decline in the PTB rate from 2006 through 2013: With that reduction, an estimated 231 000 fewer neonates have been born prematurely, and $11.9 billion has been saved (Fig 2) . The estimate of the total costs saved is based on the average cost of $51 600 for each PTB calculated from the Institute of Medicine' s estimated total societal costs of PTB. 5 The consequent burden of death and disability associated with PTB has been reduced significantly.
The additional improvements we propose by 2030 will lead to better lives for millions of neonates and their families. To achieve this goal the United States must aspire to be among the best globally in PTBrates.Thisgoalcanbereachedthrough the optimal use of known interventions, by learning from countries that are achieving better outcomes than our own 7 (Table 2) , and by transdisciplinary research and its rapid translation to bridge the gap. 30, 31 This continued focus on improving pregnancy outcomes can give millions more US neonates a better start in life.
